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PRENATAL CLINIC SHOULD OFFER 
MEDICAL SOCIAL SERVICES 


ELIZABETH P. RICE, Assistant Professor of Medical Social Work, Department of Maternal and Child Health, 


N ANY PROGRAM whose purpose 
is to promote maternal and child 
health, it is essential that the work- 

ers understand the importance of social, 
economic, and emotional factors in the 
lives of mother and child. If we recog- 
nize these factors in a mother’s life dur- 
ing her pregnancy, and try to fulfill 
her needs, we may contribute greatly 
not only to her own well-being, but also 
to the child’s chances of starting life 
with those securities and satisfactions 
that will help him to become a well-ad- 
justed adult. 


Social factors affect prenatal care 


First of all, social or environmental 
difficulties may even prevent a mother 
from obtaining adequate medical care 
during her pregnancy. 

If, for example, she lives in an iso- 
lated place, or a place far away from 
any doctor, she is likely to be cut off 
from medical services. Again, the cost 
of medical care may prevent a mother 
from getting adequate obstetric super- 
vision; this is likely to happen when a 
mother lives in a place where clinic serv- 
ices are scarce. 

Or psychological influences may pre- 
vent her from obtaining prenatal care. 
In this country we have many different 
cultures, some of which conflict with 
programs for medical care; and the at- 
titudes of relatives and friends, or the 
accumulation of folklore and supersti- 
tion, may prevent a woman from seeking 
care in pregnancy, or from carrying out 
medical advice. 

Then, too often the procedures at the 
prenatal clinic are not conducive to en- 
couraging mothers to come ‘or care} 
Long waiting periods, lack of pesvecy.) 
and the attitude of the personnel may 
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Since the baby’s early life revolves around his mother, her ability to give him the affec- 
tion he needs may determine to a large degree the adjustment that he makes later in life. 


discourage a mother from making regu- 
lar visits to the clinic. 
ineffectively, and many 


Instructions are 
often given 
mothers do not really understand the 
need for the periodic visits. 

Some mothers will not be able to ob- 
This may 
be due to the cost of the foods, but more 


tain the recommended diet. 


often it is due either to the mother’s own 





Given at the seventy-sixth annual meeting 
of the American Public Health Association, 
at Boston, Mass. 





Harvard School of Public Health, Harvard University, Boston 


lack of understanding of the importance 
of the diet or to her inability to plan for 
it and to prepare it. The dietary habits 
of the mother before her pregnancy will 
markedly affect her willingness to make 
the recommended modifications. Her 
food habits, as well as those of her fam- 
ily, will, of course, be affected by cul- 
tural patterns. 

Besides medical care during the pre- 
natal period, many mothers will need 
help in planning for the care of their 
families during the approaching con- 
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finement. Sometimes a mother is un- 
able to find anyone to remain with her 
family while she is in the hospital. If 
she is new in the community in which 
she lives, she may be far away from 
relatives and friends, and she may be 
unable to enlist the interest of new 
neighbors. 
to the time of delivery with inadequate 
plans made for her children. 

To meet this situation, in some com- 
munities a social agency—public or pri- 
vate—will provide a well-trained home- 
maker who will assist the family during 
the mother’s absence, caring for the 


Often a mother will come 





children and helping with the house- 
keeping. 


Emotional problems most important 
Important as are many of these en- 
vironmental factors, even more impor- 
tant are some of the emotional prob- 
We now believe that the attitude 
of the mother and father toward the 
coming baby largely determines 


lems. 


whether or not the baby has a good start 
in life. This is especially true of the 
attitude of the mother. We are con- 
cerned, therefore, that the early emo- 
tional relationships between mother and 
child be fostered. Fortunately, many 
mothers are eager to have their babies 
and are ready emotionally to give them 
the care and affection they need. 

Some mothers, however, have not 
planned to have a child, and pregnancy 
may interfere with their hope of con- 
tinuing their education or their em- 
ployment. . 

Some are not yet ready emotionally 
to assume the role of motherhood, and 
they feel that the ensuing responsibili- 
ties and restrictions are greater than 
the pleasures. 

Some wish the baby had not come so 
soon; others admit, with feelings of 
guilt, that they do not want a baby at 
any time. 
veal their feelings in their rejection of 
the child, but they tend to justify their 
lack of enthusiasm by such explanations 


Such mothers frequently re- 


as their need to continue working or 
their fear that they may lose their hus- 
band’s affection. 

Many mothers fear the pain of the 
delivery itself, or doubt that the child 
will be normal, physically or mentally. 

Many mothers are concerned because 
this child is coming so close to the pre- 
vious one, or because they already have 
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In every prenatal clinic there are so many mothers who need help with their social ahd emo- 
tional problems that medical social services would seem to be essential for complete care. 


more children than they can care for 
adequately. 


Mother’s anxiety affects child later 


These anxious mothers tend to be 
during 
pregnancy and to worry about their ba- 
bies. And anxieties of this kind may 
later prevent the mother from giving 
her child the affection that he needs if 
he is to feel happy and secure. A 


oversolicitous of themselves 


mother needs an opportunity to express 
her feelings to an understanding per- 
son, for such unburdening of her mind 
may help her to realize how her anxie- 
ties may affect herself and her child, 
and this realization may have a favor- 
able influence on her attitude. 

Since the baby’s early months revolve 
around the mother, her ability to give 
him the affection he needs may deter- 
mine to a large degree the adjustment 
that the child makes later in life. 

A baby who is separated after birth 
from his mother, or from a person con- 
sistently substituting for the mother and 
providing motherly care (such as those 
who are placed in institutions or are 
frequently shifted from one person to 
another), is a sad contrast in his social 
and emotional development to a baby 


who has a loving mother or a motherly 
substitute. It is obvious that the kind 
of person who cares for the child is even 
more important to the well-rounded de- 
velopment of the child than the physi- 
‘al conditions of the home. Indeed, a 
social agency sometimes decides that a 
certain child should remain with his own 
mother, who loves him, even though the 
physical condition of the home may not 
be of the best. 

Child-welfare workers aim to provide 
the best substitute care for the child 
who cannot stay with his own mother 
for one reason or another; and they are 
faced with the difficult problem of find- 
ing for each child foster parents who 
have sufficient capacity to give the child 
both the physical and the emotional sat- 
isfactions he needs. 


Special plans for child born out of wedlock 


Some mothers, during their prenatal 
period, will be uncertain about their 
plans for the coming child—whether to 
keep him or not. This is especially true 
of a woman who is not married-or of a 
married woman whose child is not her 
husband’s. This decision is a serious 
one for the mother to make, and during 


(Continued on page 46) 
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HELPING NEGLECTFUL PARENTS TO 
BECOME RESPONSIBLE 


BARBARA SMITH, Case Supervisor, Protective Services, Baltimore City Department of Public Welfare 


HEN children are so neglected 

by their parents that the com- 

munity must take notice of that 
neglect, what should be done? Should 
the community, recognizing a duty to 
safeguard children from dangers they 
cannot protect themselves from, take 
children away from their neglectful 
Or should the community, 
realizing how much every child needs 
his parents, try to root out the neglect 
while keeping children and parents 
together ? 

Parental neglect shows up in children 
in many ways. The evidence is not 
always in outward signs or in the child’s 
physical appearance; some children 
show neglect in less direct ways—by 
being just too good, by withdrawing 
into themselves, by stealing, by playing 
truant from school, by getting into 
fights all the time, by engaging in sex 
activities. 

The community’s right and duty, em- 
bodied in the law and in the courts, 
to protect children—even from their 
own parents when their parents en- 
danger them—is often carried out 
through the protective service of a 
public or private social agency. So 
these agencies are faced with the prob- 
lem of deciding how to help neglected 
children. And it is a hard problem to 
solve, requiring a specifically qualified 
staff. From my experience in the pro- 
tective services of the Baltimore De- 
partment of Public Welfare, I am con- 
vinced that, while it is absolutely neces- 
sary for some neglected children to be 


parents ? 


placed away from their own homes, 
most of them should remain, and can 
remain, with their parents. But in stay- 
ing they should be protected by the 
agency's efforts to help the parents 
change from neglectful fathers and 
mothers to loving ones. 

Perhaps I should say for readers un- 
familiar with the field of social case- 
work that protective service may be 
offered in three ways: It may be offered 
by agencies established specially for 
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this work and doing it solely; by agen- 
cies that do various types of work for 
children and have a unit for protective 
services, separate from such other serv- 
ices as foster care (it is so in the Balti- 
more Department of Public Welfare) ; 
and by generalized family or child-wel- 
fare agencies in connection with other 
services they give. 

The trend is toward making the pro- 
tective service of a community distinct 
and specialized in order to emphasize 
to the parents who are referred to it one 
of its main differences from other case- 
work services. This difference is that 
in protective services the relations of 
parents to the agency are not entirely 
voluntary. For the well-being of the 
children served, the parents are not free 
to refuse service or to end prematurely 
the agency’s work on behalf of their 
sons and daughters. The agency de- 
cides when the parents are ready to 
assume full responsibility. 

It is necessary that some children be 
placed away from their own homes, for 
there are family situations that no 
amount of case-work skill can change. 
There are limitations beyond remedy in 
some human beings who are parents. 
I think of a family of fatherless chil- 
dren whose mother is an imbecile. Some 
parents are so seriously alcoholic that 
for safety their children have to be 
taken from the home until the parents 
are better. Sometimes, for other rea- 
sons as well, it is too dangerous for 
children to stay in their home for 
another night. These situations requir- 
ing immediate action are perhaps the 
hardest ones for a protective worker to 
face. No matter how thoroughly con- 
vinced she may be about the rightness 
of having a child taken away from the 
extreme hazard in his home, when the 
actual separation of parents and.child 





Given at the seventy-sixth annual meeting 
of the National Conference of Social Work, 
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comes it is exceedingly hard to live 
through. But the children themselves 
often come to the rescue. 

I shall never forget one such rescue 
when a 9-year-old girl put her arms 
around her alcoholic mother and said, 
“Don’t cry, mother, don’t cry. It 
doesn’t have to be forever, you know. 
It’s just till daddy and you get well 
and get a nice place, because you know 
we can’t live like this.” That youngster 
expected the community to come to her 
aid and trusted it to see her through. 
To find a temporary home for her and 
her brothers and sisters was right. 


Children need their parents 


When I say that most neglected chil- 
dren should remain at home, I don’t for 
a’ minute mean that they should con- 
tinue to be neglected. The agency has 
to be convinced that their parents not 
only want to make life different for their 
children but can actually begin to 
change the conditions of neglect, what- 
ever they are. 

With agency and parents working to- 
gether on this, parents can usually find 
the way back to the affection of children 
they had forgotten how to love or have 
never let themselves love. The new af- 
fectionate understanding between them, 
as it begins and as it grows, changes a 
child outwardly ; haircuts, clean clothes, 
clean, healthy bodies, make them look 
cared for. But much more important 
is the difference in attitude toward home 
and school of the children who are now 
loved. sHow different from the look of 
tension or of withdrawal is the relaxed 
look that replaces it when the child feels 
secure in the soundness of his home and 
feels wanted and loved by his parents. 

I have used expressions that sound 
very simple— “secure,” “wanted,” 
“loved.” Perhaps it seems as if I were 
unaware of how hard it is to bring about 
the reality behind these phrases, as if I 
thought that parents and children could 
achieve these interrelations with small 
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effort. On the contrary, I know it is no 
~asy task, but I believe that the very 
difficulty of it can be turned to good 
use, and the facing together by parents 
and worker of how hard it is to be, can 
be made the point of beginning. 

The agency that gives service to neg- 
lected children and wants to test 
whether they can remain at home has to 
look very realistically at the problem 
to be solved while the children stay 
there. Keeping them at home involves 
risks; criticism may come from many 
sources ; support for such a venture may 
be lacking. With all three possibilities 
the agency has to come to terms and 
decide whether it has the experience and 
conviction necessary to enable it to give 
the worker strong enough support in her 
work with the parents. 


How an agency begins 


As the Baltimore Department of 
Public Welfare became more and more 
convinced that it was extremely diffi- 
cult to help neglectful parents, it was 
able to work out a procedure for this 
special work that has proved valuable. 

First, because something in the situ- 
ation has to change, yet human beings 
are reluctant to make the effort needed 
for a change, it seemed best to set a time 
limit within which convincing evidence 
of change should appear. This time 
limit seemed necessary to get things go- 
ing toward the goal of better family 
life. Six months seemed a reasonable 
time in which to test whether parents 
can better their care of their children, 
and that period of trial was set up. 

Secondly, because we believe that the 
way relations begin is important, we 
decided to develop some special proce- 
dure for use when parents first came for 
an interview. Together we needed a 
way for them to give their decision 
that, after considering the possibilities, 
they want to try to keep their children 
with them by learning to care for them. 
The agency worked out an application 
form that parents sign and that plays 
a big part in their getting started. The 
signed application gives the worker and 
the parent something definite to hold to 
as they begin to work together. 

I recently took part in a discussion 
about how a worker begins with a 
mother who is neglecting her children 
and who lays the blame for their diffi- 
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culties elsewhere—on the school, on 
neighbors, or on relatives. One worker 
suggested that the way to begin was to 
be “accepting of the parent,” that is, to 
let her see that you are looking at the 
situation without judging any act or 
without blaming any person, wanting 
only to understand the facts and the 
feeling behind the facts. She would 
begin by asking, “And how does all this 
affect you?” focusing the attention on 
the parent. Another worker said that 
you should first “isolate the problem,” 
focusing on the problem rather than the 
person. 

It seems to me more realistic to begin 
by looking at the actual, pressing situa- 
tion. The children are being neglected ; 
why are they being neglected and can 
their home life be made any different / 
If parents claim that nothing is wrong 
with the care they give their children, 
that the accusations are all false, 
then they have to be held to clear- 
ing themselves. If they have been 
through a court action, they can appeal 
the decision against them; if they have 
been referred to a protective service by 
another type of social agency or by an- 
other division of the same agency, they 
can go back and fight to have this re- 
ferral changed as incorrect or unjust. 
Unless parents take such action, the 
worker can begin by accepting the right- 
ness of the referral. 

If the parents say they want to work 
with the protective service to keep their 
children, the worker has no reason to 
trust them just on that statement. They 
have to earn this trust and the agency 
has to help the worker with the risks 
involved. 

The service says to the parents: We 
shall need to know that the children are 
in school and that they are well. You 
will have to bring written medical and 
And we shall need to 
know about the home conditions; if they 


school reports. 


are bad, what are you doing to change 
them? To watch this the worker makes 
monthly home visits. But we know 
that more important than a cleaned-up 
house or satisfactory medical and school 
reports is the change in feeling and 
attitude that has to take place. 

This significant change comes about 
only as parents let themselves enter into 
a relation with the worker, risking the 
possibility of being hurt. They have to 


trust her enough to take help. Under 
these exacting circumstances, the con- 
tacts cannot be carried on through cas- 
ual appointments; we set up a sched- 
ule of weekly office appointments, 
strictly held to. 

This is asking a great deal from par- 
ents. Is it worth while to them? Do 
they want to keep their children enough 
to work with a service that demands so 
much of them? I started out in this 
protective service very hesitantly, but 
I soon found that even the most bat- 
tered, discouraged parent can find a tre- 
mendous amount of strength and will 
to carry through on every requirement 
if he wants to keep his child. In the 
doing of practical things such as going 
to see the school teacher and the doctor 
or keeping the weekly appointment, the 
parent (and the worker) will soon find 
out whether the parent has in him the 
possibility of becoming a trusted and re- 
sponsible mother or father. 


Testing is continuous 


I don’t want to give the impression 
that the signing of the application as- 
sures clear sailing ahead. There are 
resentful, defensive persons who feel 
guilty about what they have done, yet 
are afraid to acknowledge guilt even 
to themselves lest all their defenses 
crumble. They have been hurt too of- 
ten to risk trusting anyone quickly. 
While they are showing in a hundred 
ways how much they want to be accepted 
as trustworthy, they will fight with 
every weapon they have to keep a wall 
between themselves and the worker. 

The worker understands their resist- 
ance and appreciates the strength it in- 
dicates, but she can let it go on for only 
solong. She is responsible for knowing 
how the children are getting along; she 
is expecting the parents to provide her 
with this information. If parents are 
so busy fighting the worker and her re- 
quirements, if each parent is so preoc- 
cupied with his feeling against the other 
parent, or if they are so lost in their 
own woes that they cannot see what is 
happening to their children, the worker 
has to question whether the service 
should go on. Is it time to consider 
other plans for their children? All 
along the way this kind of evaluation 
and testing goes on, with the fathers 
and mothers free to choose whether or 
not they will meet the requirements. 
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So deeply hurt 


One aspect of this service demands 
unusual skill on the part of the worker. 
It is when the parents decide to try to 
improve, but the child they have neg- 
lected is not willing to stop being neg- 
lected. That may sound strange, but 
neglected children, just like their par- 
ents, have to learn to trust people again. 
They cannot easily forgive what has 
happened. Why should they? 

I remember two girls in different fam- 
ilies who fought to keep their position as 
Each had the sym- 
pathy of neighbors, school teachers, and 


neglected children. 


classmates. One, a teen-ager, continued 
to tell at school alarming stories about 
her mother’s treatment of her until her 
mother went directly to the school to 
set matters straight. The other girl, 
younger, had worn a bandanna over her 
head to conceal nits in her hair and sores 
in her scalp from this neglect. After 
her scalp healed and her hair was attrac- 
tive again as a result of treatment she 
would wait until she got outside her 
home and put on the old bandanna so 
that no one could see the improvement. 


The value of frankness 


This is just one kind of problem that 
parents have to learn to handle. No 
wonder a worker cannot promise 
mothers and fathers that it will be easy. 

3ut she can promise them one thing, 
and to me this assurance is a requisite 
of all protective work. She can prom- 
ise parents that she will not hold back 
her feeling from them—that she will 
try at all times to let them know where 
they stand with her. These parents 
will sometimes say of a worker, “She 
always told me the truth, hard as it was 
for me to take.” That frankness they 
can respect, and it gives them the confi- 
dence in others they so badly need to 
have. 

We have digressed somewhat from 
the question how the worker begins to 
talk to parents who have hurt their 
children deeply—as deeply, for exam- 
ple, as did the two mothers whose 
daughters wanted to seem to be still 
neglected. We tend to think that to 
help these parents workers must dis- 
cipline themselves, but that is a miscon- 
ception if discipline is taken to mean 
that we muffle our feeling. It is un- 
realistic to suppose that we can look at 
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a neglected child and not feel angry. 
Letting the parents sense our anger can 
be helpful if we let him sense also our 
conviction that things can change. The 
parents realize we are saying, “This is 
awfully bad. You have hurt your child 
deeply but we think you will not keep 
on hurting him; you can change if you 
really want to change.” Sensing this 
is often the force that keeps parents 
moving forward through many difficult 
days of trying to be different. 


Parents test the worker 

Having discussed the problems that 
parents and caseworker face together, I 
should like to mention also some prob- 
lems the caseworker in protective serv- 
ice has. 

First of all she has to acquire a proper 
appreciation of the authority she rep- 
resents: that is, the right and duty of 
the community to protect defenseless 
children from harm. She must feel 
confident in herself when she uses that 
authority. She has to keep her atten- 
tion focused always on the children and 
their care, at the same time strengthen- 
ing her relations with the parents. She 
has to stand up to tests the parents put 
her through, knowing that this testing 
can be their way of moving toward her, 
of becoming ready to work with her for 
their children’s well-being. 

Sometimes distrustful parents, know- 
ing that the focus is on their children’s 
welfare, are only too ready to make this 
focus an excuse for holding themselves 
aloof from the worker and the service. 

ut they don’t always succeed in doing 

so because they don’t really want to. 
Nothing is quite so exciting to the 
worker as seeing the delighted look on 
the faces of parents when they realize 
that they have been drawn into the 
work for their children—that they can- 
not stay aloof from it. 

I remember vividly the mother who 
tried to catch me up on this primary 
concern for the child. I had felt that 
she was keeping back a lot of her feel- 
ing as we talked together about her son, 
Paul. Paul always used every chance 
to stay home from school, and his 
mother and I had worked hard on this. 
On one particular day she told me she 
was out of funds. She had food enough 
at home but she was waiting for her 
application for aid to dependent chil- 
dren to go through; that is, for her 


application to be accepted and for the 
allowance to begin. We had been talk- 
ing about Paul’s need to look like other 
children at school, which led her to say 
that the boy needed a haircut badly. 
Before she left she asked me for a loan 
for the haircut. 

How does a worker know this request 
is a test? Perhaps it is by the intense, 
waiting look that suddenly comes into 
the mother’s face. I doubt if I realized 
the issues; I just knew this mother was 
taking a chance with our relations as 
joint workers for Paul, and was trying 
to find out if I considered Paul’s haircut 
more important than what she and I 
had experienced together. I mumbled 
some kind of awkward refusal, saying 
I thought Paul could wait a day or two 
for a haircut if he knew the situation; 
or he could earn money for it doing 
errands. I didn’t count on this test 
being the decisive factor, the turning 
point for this mother. Had I given her 
the small amount for the haircut I 
would have put her on a different level 
from mine—we would no longer have 
been coworkers for Paul. 

The next time the mother came in 
she was a different person. When I 
referred to the loan and how badly I 
felt about refusing it, she grinned with 
all the mischief in the world in her eyes 
and told me how she had borrowed clip- 
pers and turned barber, and how Paul 
was “real proud” of the results. From 
then on this woman and I knew that 
we had a relation with one another that 
could take many knocks and not be 
destroyed. 


Mother and worker join hands 


This mother and her little boy did 
have something in common when they 
came to the service. But at first she 
acted more like a big sister than a 
parent, not knowing how to be a mother. 
As we worked together on what it 
means to be a parent—the satisfactions 
as well as the responsibilities—she be- 
gan to develop new and better relations 
with her son. But, as I said earlier, 
most of the parents and children have 
nothing in common. In_ beginning 
with them the worker has to keep her- 
self from becoming close to the children 
in a way that leaves their mothers and 
fathers in the background. 

It would be easy to take over for a 


(Continued on page 45) 
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FOR BETTER MENTAL HEALTH 


HENRY H. WORK, M. D., Director, Mental Health Unit, Children’s Bureau 


HE MEN AND WOMEN who 
took part in planning for the Na- 
tional Mental Health Act, which 
was passed in 1946, recognized early 
that most people’s emotional difficul- 
ties develop from beginnings in child- 
hood, and that efforts toward improving 
the mental health of children are likely 
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Parent-child relationships are the subject of study in a number of the research projects now 


and treatment of psychiatric disorders ; 
(2) training of mental-health person- 
nel; and (3) establishment and ex- 
pansion of community mental-health 
services. 

The main part of the work under the 
act is done by the States, and by uni- 
versities, laboratories, and other public 





being carried out with the help of funds granted under the National Mental Health Act. 


to be more fruitful than the same 
amount of effort expended on helping 
adults. This recognition has also been 
evident in the administration of the act 
by the Public Health Service of the Fed- 
eral Security Agency. All this is very 
encouraging to those who feel that a 
broad program for the health of chil- 
dren includes fulfilling the child’s men- 
tal-health needs as well as his physical 
ones. 

The grants in aid under the act are 
for three purposes: (1) Research relat- 
ing to the cause, diagnosis, prevention, 
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and private institutions, and by quali- 
fied individuals. The Public Health 
Service is authorized, however, to carry 
on some research—through its new Na- 
tional Institute of Mental Health, cre- 
ated by the act—and to carry out dem- 
onstration projects or field studies. 
(One of these projects, the Prince 
Georges County Mental Health Clinic, 
will be described in a forthcoming issue 
of The Child.) 

Research is, of course, the basic struc- 
ture on which all medical advance is 
founded, and the National Mental 


Health Act is definitely encouraging re- 
search. Medical schools, clinics, and 
other institutions dealing with the prob- 
lems of disturbed personality are in- 
vited by the Public Health Service to 
submit their plans for research projects. 
The plans are reviewed by a research- 
study section, comprised of authorities 
in several disciplines, and are then 
turned over to the National Advisory 
Mental Health Council, which was cre- 
ated by the act to advise the Public 
Health Service on its mental-health 
work. And when the council has rec- 
ommended a project, and it has been 
approved by the Surgeon General, the 
grant-in-aid is paid directly to the 
agency or individual that is planning 
the research. 


Children’s difficulties studied 


As might be expected, there is a tre- 
mendous range in the types of problems 
submitted and in the methods planned 
for solving them. Of most importance 
to those of us who deal with children is 
the high percentage of the research proj- 
ects chosen that deal with disorders pe- 
culiar to the younger age groups or that 
include basic studies into the genesis of 
the problems of adults, studies which in 
themselves usually force the investiga- 
tor to turn to the difficulties of children. 


For supplying trained workers 


Many of the research studies that have 
been approved highlight the need for 
the trained mental-health workers that 
are essential if the purpose of the act 
is to be fulfilled ; namely, “improvement 
of the mental health of the people of the 
United States.” And the act recognizes 
this need by providing grants to non- 
profit educational institutions, for train- 
ing psychiatrists, clinical psychologists, 
psychiatric social workers, and psychia- 
tric nurses. Persons eligible to receive 
such training deal directly with the 
university or other nonprofit educa- 
tional institution offering the training. 
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Happy family life is a sign of mental health in both parents and children. Work under the 
National Mental Health Act helps to make it possible for more families to live together happily. 


Mental-health workers needed, 
not only to fulfill the needs of the new 


services projected but also to man the 


are 


services previously existing. 


Psychiatric services insufficient 

Before the act was passed much of 
our specific awareness of the existing 
need for help with emotional difficulties 
grew out of wartime information col- 
lected concerning members of the armed 
forces. The great need for psychiatric 
services during the war was shown by 
the fact that the Army and Navy had 
used in a psychiatric capacity physi- 
cians who were not psychiatrists. And 
this in turn emphasized the extent of the 
civilian problems that the psychiatric 
services available to the general public 
were not solving. 

The war also focused our attention on 
the fact that persons with severe psycho- 
tic disturbances, who had previously 
been considered the outstanding prob- 
lem in mental health, are far less numer- 
ous than are persons in the neurotic 
group, whose emotional disturbances 
may be equally crippling. The man of 
the armed forces who needed psychiatric 
therapy constituted both a symbol of 
the community’s wants and a challenge 
to the community to supply the help. 

The training committee of the Na- 
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tional Advisory Mental Health Council, 
which passes on the suitability of vari- 
ous medical schools and other educa- 
tional institutions to prepare profes- 
sional personnel for mental-health work, 
emphasizes training for persons who 
are in a position to train others, through 
teaching or supervision. 

The time needed for the training is 
long, but it may be possible in all these 
fields to find persons who have com- 
pleted some of their preliminary work 
and need only the final year. In all the 
professions concerned there are trainees 
who plan to work in the children’s field, 
and this is being encouraged in most of 
the projects. The current standards of 
the American Board of Psychiatry and 
Neurology strongly recommend preven- 
tive work for children, and the curricu- 
lums for both psychologists and psy- 
chiatric workers 
stressed such work. 

As to the groups being trained, the 
programs planned for nurses doing 


social have long 


community mental-hygiene work are 
the most experimental. may 
well prove to be valuable in bringing 
mental-health services to the commun- 
ity and in keeping patients interested 
and active in their treatment. 

The largest amount of money author- 


Nurses 


ized under the National Mental Health 
Act is the sum for grants-in-aid to the 
States to help them in establishing and 
improving mental-health services in 
their communities. In order to be eli- 
gible to receive this grant, the govern- 
ment of each State has designated one 
of its constituted departments as the 
State mental-health authority. In a 
few States this is a separate department 


. of mental hygiene, which coordinates 


the variety of facilities needed to care 
for persons with emotional and person- 
ality problems. In most of the States, 
however, this authority has been vested 
in the department of health or of wel- 
fare, usually the department of health. 

The money allocated for grants-in-aid 
to the States is given in the form of 
funds to be matched in the ratio of $2 
for each $1 of State money used. The 
plans for the use of the money are as 
varied as the range of problems in the 
States and the availability of their ex- 
isting facilities. Many States are ex- 
tending their mental-hygiene clinics; 
some are subsidizing further training 
for their personnel ; and clinics already 
functioning are being strengthened and 
their scope expanded. The lack of 
trained workers in the psychiatric fields 
is handicapping all the State programs 
and emphasizes the importance of the 
training provisions of the act. All but 
two States are now participating. 


To fulfill broad purpose of act 

All this work under the National 
Mental Health Act will be useful in 
improving the mental health of the 
people as a whole. 

But a tremendous amount of work 
will have to be done before the persons 
who are closest to children, such as par- 
ents, teachers, and nurses, have the 
knowledge that they need about the 
causes and prevention of emotional dis- 
turbances—knowledge that will enable 
them to reduce such disturbances to a 
minimum in the children they deal with. 

Let us hope that the research, train- 
ing, and community-services work fos- 
tered by the act will help to fulfill the 
great needs of the people for more and 
more knowledge of the basic principles 
of mental health, so that children of the 
present and the coming generations may 
profit from all this work. The National 
Mental Health Act is making a bold 
and necessary start in this direction. 
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COORDINATED STATE PLANNING TO 
COMBAT POLIOMYELITIS 


A Suggested Guide for Use by State Poliomyelitis Planning Committees 


» 


Prepared jointly by Federal Security Agency, Social Security Administration, Children’s Bureau, 


and the National Foundation for Injantile Paralysis, New York City. 


NTIL MEDICAL SCIENCE 

learns more about the cause and 

prevention of poliomyelitis, epi- 
demics of this disease must be expected 
and prepared for. Such preparation 
should be State-wide and requires the 
cooperation of professional individuals 
and groups, of the hospitals and other 
facilities that provide care, and of the 
officials and voluntary agencies respon- 
sible for making the care available to 
those who need it. 

These forces are already working to- 
gether in the fight against epidemic 
poliomyelitis. In the hope of promot- 
ing even closer teamwork, a national 
voluntary organization, the National 
Foundation for Infantile Paralysis, and 
an official Federal agency, the Chil- 
dren’s Bureau of the Federal Security 
Agency, have joined in making the fol- 
lowing suggestions for a cooperative at- 
tack on the disease. 

If the care of patients with polio- 
myelitis is to be planned effectively, par- 
ticularly when there is a great increase 
in the incidence of the disease, coop- 
eration is necessary among agencies— 
State and local, public and private— 
that make poliomyelitis their direct con- 
cern. This cooperation can best be ob- 
tained through formation of a State 
committee. 

The health officer in each State should 
be responsible for calling together the 
State committee, which might be known 
as the State polio planning committee. 
In addition to the State health officer 
and the director of the State crippled 
children’s program, the committee 
might include representatives of : 

The State child welfare agency. 

The National Foundation for Infan- 
tile Paralysis. 

The American National Red Cross. 
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The National Society for Crippled 
Children and Adults. 

The State medical society. 

The State nurses’ association. 

The State hospital association. 

The State chapter of the American 
Physical Therapy Association. 

The American Association of Medi- 
cal Social Workers. 

The committee may desire to expand 
so as to include representatives from 
other agencies. 

This committee should develop a 
State plan to insure good and complete 
rare for children and adults with polio- 
myelitis. Regardless of whether the 
poliomyelitis is sporadic, endemic, or 
epidemic, the committee should swing 
into action. It might serve as a clear- 
inghouse for information regarding the 
interests and responsibilities of its com- 
ponent organizations. It would (in all 
probability) elect a chairman to lead 
discussions and assign tasks. Members 
having accepted assignments might 
work individually and report back to 
the committee. 

To tackle specific problems, special 
subcommittees of key persons most able 
and informed in these problems could 
be appointed. 

Examples of problems which the com- 
mittee might consider and attempt to 
solve are: 

1. Planning the program of care so 
as to maintain contacts between patient 
and family. 

2. Increasing hospital bed capacity 
for acute, convalescent, and long-term 
cases. 

3. Providing adequate equipment for 
hospitals. 

4. Providing additional professional 
personnel for hospitals. 

5. Providing adequate housing and 


maintenance for recruited personnel. 

6. Providing competent supervision 
and in-service training for emergency 
personnel recruited for hospitals. 

7. Providing continuity of total care 
from the acute period through conva- 
lescence and after-care. 

The influence of ‘the combined or- 
ganizations in solving such problems 
can be expected to be greater and more 
effective than if individual organiza- 
tions worked independently. 

The polio planning committee would 
be the key group in the State because 
it is responsible for coordination of the 
functioning of State and local public 
and private agencies so as to effect a 
unified State-wide plan, and therefore 
it could help to coordinate the planning 
and activities of local polio committees. 
Such a plan would encompass the fol- 
lowing activities, most of which are al- 
ready functions of various agencies 
within the State: 


A. Health Education 


1. Provide information on polio for 
the public. 

2. Provide information on polio for 
professional groups. 


B. Hospital and Convalescent Care 

1. Facilities. 

a. Determine primary hospitals 
(polio centers) where all necessary 
services of high quality can be provided 
in accordance with State crippled chil- 
dren’s services’ hospital standards for 
care of crippled children; also deter- 
mine secondary hospitals to take over- 
flow until patients can be moved to a pri- 
mary hospital. A certain number of 
beds available and plan for expansion 
and contraction in accordance with epi- 
demic needs. 

b. Encourage and assist general hos- 
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pitals in development of policies and 
accommodations needed in order to ac- 
cept polio patients. 

ce. Plan for early hospital discharge 
by providing all necessary treatment 
services for a patient in his own home, 
a convalescent home, or a foster home. 

2. Standards. 

a. Promote the application of good 
standards for selection of hospitals to 
provide care, and encourage and assist 
others to meet good standards. 

b. Promote the application of good 
standards of care in convalescent homes 
and in children’s own homes or foster 
homes. 

3. Equipment. 

Assess existing equipment and help 
in meeting additional requirements. 

4. Housing. 

Plan for adequate temporary housing 
for emergency personnel. 

5. Transportation. 

Plan for provision of transportation 
for patients, personnel, and parents. 

6. General procedures. 

a. Establish policies and procedures 
for authorization of hospitalization and 
admission of patients (in accordance 
with responsibility of party assuming 
the obligation) so as to assure immedi- 
ate acceptance of all patients regardless 
of residence, economic status, or other 
factors. 

b. Develop procedures for routing 
admission and discharge information 
and other necessary reports between 
hospitals and the State crippled chil- 
dren’s agency and other agencies or 
individuals responsible for continuing 
care. 

7. Payment for care and service. 

Review methods and rates of pay- 
ment for physicians and for hospital 
care and other medical-care services in 
an effort to arrive at uniform and ade- 
quate reimbursement for comparable 
services. 


C. Personnel 


1. Promote the application of es- 
tablished qualifications for professional 
personnel. 

2. Develop plans for _ providing 
around each hospital center personnel 
adequately trained in the care of polio 
patients, by— 

a. Ascertaining number and location 
of experienced personnel : 

b. Estimating additional number and 
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type of personnel needed for adminis- 
tration, supervision, and teaching in an 
emergency situation ; 

ec. Providing for training of this 
group, prior to epidemic, within estab- 
lished center ; 

d. Developing plans for emergency 
courses for professional and nonprofes- 
sional personnel. This would include 
recruitment of teaching staff, organiza- 
tion of facilities, and production of out- 
lines for instruction. 

3a. Determine the number of profes- 
sional and nonprofessional workers 
needed for a given number of cases in 
various settings and under various con- 
ditions, according to present estimated 
standards. For example: 

(1) It is estimated that if the pa- 
tients are severely involved the case load 
per physical therapist should not ex- 
ceed 6 patients a day. If the patients 
are not severely involved the minimum 
should be 12 patients a day. 

(2) The nursing load is compara- 
ble to that in a hospital with a commu- 
nicable-disease pediatric service, with 
increase in the nurse-patient ratio when 
the nurse has responsibility for bulbar 
and respiratory cases. 

(3) It is estimated that in conva- 
lescent units, at least two trained non- 
professional workers may be used to 
each professional nurse. 

For giving hot packs, teams consist- 
ing of one professional nurse and two 
trained 
trained volunteers have been found ef- 


nonprofessional 


fective and economical. 
(4) Resident physicians are to be 
recruited and assigned where needed. 
3b. Promote the use and training of 
nonprofessional personnel and volun- 
teers in convalescent care. 

4. Establish a plan to assure super- 
vision within their respective fields of 
local and emergency personnel, both 
professional and nonprofessional. 

5. Review numbers and types of ad- 
ditional professional personnel to be 
recruited by State agencies, the Ameri- 
can Red Cross, the American Physical 
Therapy Association, or the National 
Foundation for Infantile Paralysis, and 
plan for shifting emergency personnel 
to meet State-wide needs and for most 
effective distribution and use of regular 
personnel. 


6. Plan for provision of teachers, rec- 


workers or 


reation workers, and vocational coun- 
selors for children under long-time care. 

7. Promote plan for the recruitment, 
orientation, and use of nonprofessional 
personnel. 

8. Plan for adequate housing, main- 
tenance, and social needs for recruited 
personnel. 


D. Braces and Other Appliances 

It is suggested that the committee 
plan for augmentation of the supply of 
braces and other appliances during an 
epidemic. 

Serious delays in supplying braces 
and other appliances, owing to over- 
loading of local brace shops on account 
of an epidemic, is a frequent cause of 
unnecessary delay in treatment and re- 
habilitation procedures. Such delays 
result in prolonged, unnecessary bed 
care and costly hospitalization. 

The committee may— 

a. Review adequacy of local brace- 
making facilities in the State; 

b. Encourage local bracemakers to 
increase production to the limit of their 
facilities ; 

c. Where necessary promote the use 
of appliance-making facilities outside 
the epidemic area. 


E. Diagnostic and Consultation Services 

1. Plan for providing diagnosis and 
treatment consultation to local practi- 
tioners by qualified consultants. 

2. Promote the application of stand- 
ards for laboratory-diagnostic services. 

3. Plan for staffing, equipping, and 
conducting additional diagnostic and 
treatment out-patient clinics, and hold- 
ing existing clinics more frequently if 
necessary. 


F. After-care 

1. Require interagency routing of in- 
formation between hospital and other 
local agencies or individuals respon- 
sible for continuing care, when an inter- 
State or intra-State area or agency is 
involved. 

2. Plan for expanding and supple- 
menting existing health facilities and 
services in order to meet medical, nurs- 
ing, physical therapy, and medical 
social needs. 

3. Plan for establishing and conduct- 
ing additional clinics as long as neces- 
sary. 


Reprints in about 4 weeks 
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HOW DOES FAMILY HISTORY AFFECT A CHILD’S 
CHANCES FOR ADOPTION? 


S WE learn more about control of 
disease, more about how children 
develop, and more about success- 

ful adoption, we know that certain chil- 
dren who used to be considered poor 
adoptive risks should be placed for 
adoption. 

One may fill out that general state- 
ment with convincing details from the 
pages of a report issued by the Child 
Welfare League of America on a work- 
shop held last spring on Adoption of 
Children With Pathology in Their 
Backgrounds. Fourteen agencies inter- 
ested in adoption took part in this work- 
shop session; members of four of the 
agencies submitted case material for dis- 
cussion. 

The workshop focused its discussion 
on the adoptability of children who 
havea history of disease in their fam- 
ilies but none in themselves. The 
agency representatives agreed that bias 
and prejudice about such a history con- 
fuses people about the actual signifi- 
cance of these conditions to the chil- 
dlren’s potential development. 

Some of the aspects examined by the 
workshop were: What should a child- 
placing agency do about a child whose 
immediate background or heredity is 
known to include a pathological con- 
dition that raises doubts about his 
potentialities for normal development 
and for normal family life? At what 
point in this process of determination 
can an agency, with conviction, present 
such a child for adoption, conveying its 
conviction to the prospective parents ? 
How long does it take an agency to reach 
a decision on adoptability, bearing in 
mind the importance to the child of 
early adoption? What are the criteria 
for selecting appropriate homes for 
these children? What should the 
agency tell the prospective parents 
about the child and his situation ? 

These questions show that in planning 
for the adoption of these children added 
precautions must be taken and _ pro- 
cedures followed that are somewhat 
different from the usual ones. This is 
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to make sure that the child gives prom- 
ise of normal development and a normal 
capacity to fit into family life. 

The five case records on which the 
workshop based its discussion illustrated 
five conditions appearing in the chil- 
dren’s family history only—but not in 
the child’s own—that called for these 
special precautions, as well as additional 
medical tests before the child’s place- 
ment was decided upon. These condi- 
tions were: (1) diabetes, which has long 
been controllable; (2) epilepsy, also 
controllable; (3) a communicable dis- 
ease, Syphilis; (4) a brief mental break- 
down experienced by the child’s mother ; 
and (5) dwarfism associated with fee- 
blemindedness. 

For each child it was necessary to get 
a complete, responsible medical opinion, 
the best obtainable, to decide whether 
adoption is the best plan; and to decide 
what to tell the prospective parents 
about the child’s background. 

Members of the workshop agreed that 
there is enough medical knowledge 
about diabetes and epilepsy so that their 
presence in a member of a child’s family 
does not necessarily make him un- 
adoptable. 


Medical opinion the criterion 


For the last three conditions the 
agency must get complete and reliable 
medical reports; decision about adop- 
tion depends on the agency’s ability to 
obtain medical opinion of this caliber. 

To illustrate the case material pre- 
sented for discussion—the heart of the 
report for the general reader—we sum- 
marize the histories of the five children. 
The suitability of this type of perma- 
nent placement is being scrutinized with 
special caution because of some factor 
in each of their family histories. 





Based on Adoption of Children With Pa- 
thology in Their Backgrounds. Child Welfare 
League of America, 130 E. 22 St. New York 
10, N. Y., 1949. 15 pp. 40 cents. 


Frances has diabetes in her heredity 


Frances was referred for adoption 
when she was 2 months old. The social 
history showed that her paternal grand- 
mother had died of diabetes. Because 
of medical opinion that there is a 
greater tendency toward the develop- 
ment of diabetes in a child when the 
disease is found in the background, the 
pediatrician decided that Frances 
should not be placed for adoption im- 
mediately. She was therefore placed 
in a foster-family home for further 
study. The case record then gives the 
steps that were taken medically to de- 
termine whether Frances was free from 
diabetes. The medical decision was 
that there was no evidence of the disease. . 


History told in full 

Frances was presented to prospective 
parents at the age of 10 months. The 
parents were told her medical back- 
ground and history in full, as well as 
the results of the recent tests showing 
that she did not have diabetes. She 
was placed in the adoptive home and 
supervised there for 14 months. She 
was retested during this period; no 
signs of diabetes developed. 

Frances was adopted at the age of 26 
months. Her new parents have in writ- 
ing all the medical information the 
gency obtained about her. 

The condition in Frances’ back- 
ground, diabetes, caused no difficulty 
for the agency in giving the child’s com- 
plete history nor for the parents in 
accepting her. 


a 


Sallie’s mother was epileptic 

Sallie was referred for adoption by a 
member of the staff of the State health 
department. The agency arranged to 
have her examined by an authority on 
epilepsy, and also given an electroen- 
cephalogram (a routine measure taken 
for children with epilepsy in their back- 
ground). The child presented no prob- 
lems other than her mother’s history of 
epilepsy, and her mother was the only 
member of her family who had it. The 
mother had adjusted to school and 
work. She had been under medical 
care for many years; her epilepsy was 
well controlled by medication. 

Fifteen years ago the agency would 
have considered Sallie unadoptable. 
The medical opinion of the specialist in 
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epilepsy consulted by the agency was 
that the chances are 1 to 50 of a child’s 
developing epilepsy when it is in his 
background, as against 1 in 200 when 
it is not. The agency decided that 
Sallie was adoptable. 


Decision left to parents 


Before the prospective parents saw 
Sallie, the agency gave them the medical 
opinion of the specialist, and also litera- 
ture available on this disease, leaving 
them to decide whether they would 
adopt a child with epilepsy in her back- 
ground. The agency discussed the med- 
ical material with the husband and wife 
but insisted that they consult a physi- 
cian independently. The prospective 
parents studied publications on this sub- 
ject for laymen, obtained by the agency 
from the National Association to Con- 
trol Epilepsy, and discussed the question 
together for a month. 

When Sallie was presented to them 
they decided to adopt her. They felt 
that their wish to become her parents. 
based on authoritative facts and opin- 
ions about her family history of epilepsy 
and on their interest in her as an indi- 
They had no fear 
of developments in Sallie’s future. 


vidual, was genuine. 


The difference here from the first case 
is that Sallie’s problem is a continuing 
one. The parents had to make the de- 
cision, knowing the possible danger of 
Also the public 
does not yet accept epilepsy as unre- 


epilepsy’s developing. 
servedly as it does diabetes. 


Phyllis, a baby whose mother had a 
venereal infection 

During the pregnancy of Phyllis’s 
mother she was found to have syphilis. 
Placed under medical care at birth, 
Phyllis herself was reported free of th» 
disease after tests at frequent intervals. 
The doctor gave the opinion that fol- 
low-up Wassermann tests should con- 
tinue to be made. The agency gave the 
complete medical information to the 
prospective parents. They accepted the 
facts and the necessity for the follow-up 
tests. 

All agreed that the parents would 
have to know about the history of 
syphilis in Phyllis’ background, be- 
cause of the recommendation for check- 
ups. But, they 
should help the parents form and keep 


agreed, the agency 
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a conviction that the prognosis was 
good because Phyllis herself had never 
been infected. 

The workshop members agreed that 
all information that would help parents 
bring up a child must be made available 
tothem. They recommended that study 
be given to how to tell adoptive parents 
more than is now being told. 


David’s mother had a brief mental breakdown 


David, a normal, exceedingly attrac- 
tive child, showed no physical or men- 
tal evidence that he might be unadopt- 
able. His parents’ histories were nor- 
mal except for his mother’s 2-months’ 
mental illness when David was a few 
months old. This occurred soon after 
the stress of her decision to offer David 
for adoption. 

When the mother was released from 
the mental hospital she came volun- 
tarily to the agency. She discussed the 
episode freely, took part actively in 
planning for David, and planned her 
own future intelligently. Her actions 
seemed to the agency to be a positive 
factor in David’s heredity. 

David was 2 months old when he was 
placed in a boarding home by the 
agency. He was observed there for 10 
months. He had some feeding difficul- 
ties and other slight disturbances such 
as tenseness, on which the agency ob- 
At 6 months of 
age he was given a psychological evalu- 
ation that placed him in the “average” 
When David was 9 months old 
the agency pediatrician made an ap- 


tained medical advice. 


group. 


praisal of the baby’s physical develop- 
ment in the light of the information 
He reported 
that David was normal and showed no 
His 
early feeding difficulties and brief pe- 


the agency already had. 
evidence of being unadoptable. 


riods of tenseness, never serious, gradu- 
ally disappeared, and he was a happy 
baby who made friends easily. 

David was placed in an adoptive 
home when he was 13 months old, and 
adoption completed in 16 months. The 
decision that he was adoptable was 
based on the belief that his mother’s 
breakdown was one episode of short 
duration that followed a severe stress. 
This information was given the new 
parents with the complete medical his- 
tory and all other pertinent facts. 


Stevie—whose mother was a dwarf 


Stevie’s mother was a dwarf with an 
I. Q. of 63. Little is known of his 
father. The hospital where the boy was 
born and stayed for 7 months sent the 
agency a report that he had shown no 
signs of abnormality and was apparent- 
ly developing well. 

A psychological evaluation at 7 
months showed that he was developing 
Stevie was re- 


at a high average rate. 
markably attractive. 
The agency’s medical department re- 
ported that little is known about the 
hereditary sequence of this particular 





Should children who are themselves in good 
health lose their chance of adoption be- 
cause their family history shows disease? 


dwarfism but the possibility of its 
transmission to this child was very re- 
mote. The department’s examination 
showed the baby to be normal in devel- 
opment and to be physically healthy. 


New parents felt they could help 

The agency gave the prospective 
parents all the facts set forth above and 
the few facts that were known about 
the father. The agency told them that 
the mother’s family, in spite of difficult 
economic circumstances, had been very 
helpful to her while she was making up 
her mind about giving up Stevie. 

The prospective parents said, in mak- 
ing their decision to adopt the boy at 
14 months, that they felt they could 
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help Stevie to understand his own 
heredity and to decide about having 
children of his own. They were stable 
individuals who had become very much 
attached to Stevie as he was. 


The workshop’s conclusions 


In brief, the workshop concluded : 

That all children who can benefit by, 
and contribute to, family life, should be 
considered adoptable ; 

That all available medical, psychi- 
atric, and psychological information 
should be used in enabling the adoption 
agency to meet its social responsibility. 

That all factors in a child’s back- 
ground and _ personal development, 
rather than any one in itself, should be 
considered in determining a child’s 
adoptability ; 

That an adoption agency should pre- 
sent a child for adoptive placement as 
soon as its own information about a 
child is complete and its conviction of 
the child’s adoptability is established ; 

That prospective adoptive parents are 
entitled to know everything in the 
child’s background which will affect 
their function as parents, whether now 
or in the child’s future development ; 

And finally, that an agency placing 
for adoption has a deeply felt respon- 
sibility to the child, to the adoptive 
parents, and to the community. 


These agencies took part 

The participants were representa- 
tives of the following agencies: Child 
Welfare League of America; Catholic 
Home Bureau, New York City; Family 
and Children’s Society, Montclair, N. 
J.; Boston Children’s Friend Society, 
Boston, Mass.; Department of Public 
Welfare, Baltimore, Md.; Child Adop- 
tion Committee of the Free Synagogue, 
New York City; Jewish Child Care As- 
sociation, New York City; Sheltering 
Arms Children’s Service, New York 
City; Spence-Chapin Adoption Serv- 
ice, New York City; Children’s Aid So- 
ciety of Pennsylvania, Philadelphia; 
Child Welfare Division, Department of 
Public Welfare, New York City; Chil- 
dren’s Service Bureau, Brooklyn, N. Y.; 
Connecticut Children’s Aid Society, 
Hartford; Child Adoption Committee, 
State Charities Aid Association, New 


York City. 
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NEGLECTED CHILDREN 


(Continued from page 38) 
neglectful parent; to assume that he is 
weak and untrustworthy and to get into 
the habit of doing his job. If this 
should happen, the basic family pattern 
would be destroyed, the parents’ natural 
authority over their children and the 
natural interrelations of parents and 
children would be damaged perhaps be- 
yond repair. All efforts should be di- 
rected toward forming and strengthen- 
ing ties between these parents and 
children, or the children might lose their 
most valuable possession, parents of 
their own. It should be the parents, not 
the caseworker, extending hands to 
help children with one small step in 
progress, just as they should later be 
the ones to help their sons and daughters 
with bigger problems. 


First step must be taken 


These parents and children who 
have nothing in common must build up 
an affection for one another that most 
fathers and mothers and children have 
from the children’s birth. They must 
make some move that opens channels 
of communications between them. It 
isn’t often that a worker happens to see 
the first step in this movement of par- 
ents and children toward one another. I 
shall never forget one such beginning 
that took place before my eyes. 

The parent was a young father and 
the children were his 7-year-old daugh- 
ter and 4-year-old son. The father was 
just a week out of jail, having served a 
year’s sentence for not supporting his 
family. Before that he had been in 
the Navy, also away from home. His 
wife had just gone off with another man, 
leaving him with the two children, 
whom he scarcely knew. Both children 
were sick with whooping cough, and the 
father thought of himself as again im- 
prisoned, caring for them. When I 
visited the home the young man clearly 
showed his disgust at the situation; 
and the children looked miserable, 
partly because of their illness but more 
because of their feeling of being “lost” 
children. 


Young father faces a dilemma 

Their mother had disappeared, leav- 
ing them with this stranger who obvi- 
ously considered them only a burden. 


I could sense the struggle going on in 
the father’s mind between his feeling 
of responsibility for the children and 
the strong urge to get out while the go- 
ing was good; that is, while someone 
was around to take over for him. He 
started by saying that I would have to 
arrange to place “these kids.” He then 
poured out his feeling about being 
caught in this impossible situation, 
about being responsible for children he 
didn’t really know, about his wife— 
wishing he could have her arrested— 
about his longing for the peace and 
quiet of jail after listening to the chil- 
dren’s coughing. “They keep me awake 
at night, too.” 

It was hard to listen to him through 
this outburst and not reach out to the 
children. I said that he surely was on 
the spot; no wonder he wished he were 
back in jail; of course, he could always 
go off again, leaving the children. He 
answered that he “couldn’t let them be 
dumped on the street.” I wondered if 
he were as completely alone in his trou- 
bles as he said. Couldn’t relatives 
help? He assured me that there was 
no one to help and started off again on 
what a fool he’d been to return here 
from jail. Look what he’d got into! 


Sees child in a new light 


While he was making this complaint 
the little boy wandered into the room, 
sat on a straight-back chair in a corner, 
and watched us as we talked. His eyes 
were puffy, his nose was running. Fi- 
nally I could stand it no longer and said, 
“Oh, Tommy, you look as if you’d like 
to be in bed. I think you have a tem- 
perature.” His father brushed my re- 
mark away with a casual “Oh, no; he’s 
all right.” Then he seemed to look at 
Tommy for the first time; his tone 
changed and he said, “Come over to me, 
son.” The little boy climbed up on him, 
stretched out, and fell asleep. 

Holding his little son, the father said 
hesitantly, “You know, I think my dad 
would help me if I told him how I’m 
fixed. That is, if he’ll forgive me for 
all the things I’ve done to disgrace him.” 
I didn’t have to worry any .more about 
Tommy and his sister, for they had a 
real father from then on. When our 
services were ending and the young man 
was thanking me, he said solemnly, “But 
gosh, Miss Smith, you’ll never know how 
close you came to placing my children.” 
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I was careful not to show it, but how 
well I did know! 

I have written mostly about helping 
parents assume responsibility for their 
children while the boys and girls stay 
in their own homes. From a study made 
of the 137 protective-service cases we 
brought to an end during the past 2 
years, it was found that about two- 
thirds concluded with the children re- 
maining with their own parents or 
with relatives, with neglect no longer 
present. 


Parents may have done their best 


This is an impressive proportion, al- 
though it does not tell the whole story; 
We sel- 


dom consider as failures the cases the 


the story has another aspect. 


protective service refers to our children’s 
division for the placement of the chil- 
dren. Sometimes the parents have tried 
desperately to make the home right for 
the children but have found that they 
just haven’t enough inner strength or 
outer resources to do the job. 
Sometimes the only parent is ill. Or 
a widower, trying to keep his children 
with him, cannot act as father and 
mother and also support the family. 
The children in such situations usually 
rebel at the loneliness and at the load 
of responsibility; the father may de- 
velop an unreasoning determination to 
the home at all He 
won't give in now, he says. He’s raised 


preserve costs. 
the children this far without help and 
no one is going to take his children from 
him! (Of course, no one was going 
to “take his children from him.”) The 
greatest service this family can receive 
is service that helps the father realize 
his real responsibility—to decide to ask 
for different care for his children and 
Un- 


der another, more suitable living ar- 


take part in planning that care. 


rangement, he can be closer to his chil- 
dren than in the rudderless home he 
had been trying in vain to steer. 

He 


had been furiously angry at the court 


Mr. J was one of these fathers. 


action brought against him for neglect- 
ing his children. Though his wife was 
ina mental hospital, unlikely to recover, 
he felt that he should be allowed to carry 
on with a very hit-or-miss arrangement 
for his five small children. He vio- 
lently refused to work with the staff 
member of the children’s division who 
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receives applications for placement, al- 
though his interview with her about fos- 
ter care was on court order. She re- 
ferred him to the agency’s protective 
service. We were willing to try out his 
plan for keeping the children with him, 
with the understanding that if we de- 
cided it was unsatisfactory he might 
have to return to the children’s division 
to arrange for placement of his children. 

We worked together—the service and 
the father—for several months, and he 
finally realized that his plan was just 
When his decision was final, 





no go. 
he telephoned to make an appointment 
with the worker in the children’s divi- 
He 


was to talk with her now about a substi- 


sion whom he had fought so hard. 


tute home for his children. 


For the children’s good 


Before he could keep the appoint- 
ment he had an accident—he broke his 
leg. It was the worst possible time for 
such a misfortune; the injury, anxiety, 
loss of sleep together sapped the father’s 
But that 
placing the children was the thing to do, 


strength. now, convinced 
he wanted them to gain by it right away. 
Therefore, as could, he 
went on crutches to keep his appoint- 
ment with the children’s division 
worker who would arrange for foster 


soon as he 


rare. It wasa hot day. As he limped 
awkwardly through the door, looking 
very haggard, he was unable to push 
back the locks of hair that fell over his 
face. The worker scarcely recognized 
the man who had fought so vigorously 
months before against what he had now 
come to ask for. The father saw her 
startled look, grinned reassuringly, say- 
ing, “It’s all right, it’s really all right. 
Don’t be worried. No more hard 
words. I feel differently about things 
now.” 


Well worth the effort 


And so we come back to my original 
statement that it is awfully hard for 
parents who are failing their children 
to take help and finally to become re- 
sponsible fathers and mothers. It is 
also hard for social case workers to give 
this help effectively. It is hard, but to 
see a neglected child change before one’s 
eyes into a loved child repays every bit 
of the effort and is worth all the skill 
that case workers can develop. 
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PRENATAL CLINIC 


(Continued from page 35) 


the prenatal period she is often under 
too great a strain to make the final plan. 
At this time she needs help from a case 
worker, and also after the child is born. 
It is advisable for the mother to have 
sufficient time to think her problem 
through, and sometimes she should wait 
until the child is actually born, when 
she is relieved of some of the pressures 
and when she can see the situation more 
objectively. Many mothers may need 
a longer time to decide and may require 
temporary placement of the child. 
During the period of pregnancy, the 
father should be given an opportunity 
to be a part of the new family develop- 
ments. He will be concerned because 
He 


will need help in understanding why 


his wife, at times, seems irritable. 


this is so and in knowing how he can 
be helpful. Classes for fathers have 
proved beneficial to many men, who wel- 
come this opportunity to learn more of 
what is happening and of their part in 
the family situation. 


To prevent jealousy 

When there are other children in the 
family, they will need to be prepared 
for the coming baby if rivalry in the 
family is to be avoided. If the chil- 
dren help in preparing for the baby, 
and if adjustments within the home af- 
fecting them are worked out in advance 
of the confinement, the children will 
feel less put out by the existence of the 
new baby when he is brought home. 

The social and emotional problems 
that exist in the prenatal period are re- 
lated, therefore, not only to the mother 
but also to the other children and to the 
husband, and any adequate plan for 
prenatal care should include considera- 
tion of the total family situation in an 
effort to prepare the entire family for 
this new child. 

Unfortunate family experiences dur- 
ing the prenatal period will affect the 
satisfactory progress of the mother. We 
need to realize that the pregnant woman 
cannot be separated from the situation 
in which she finds herself, and that she 
will be affected by this interaction of 
feeling between her and the rest of the 
family. 

For this reason, it seems essential 
that social services should be available 
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in prenatal clinics, as well as psychi- 
atric services for mothers with more 
serious emotional problems. Since 
many mothers go through pregnancy 
happily and look forward to the coming 
of the child, these services will not be 
necessary for all mothers. But in every 
prenatal clinic there are so many 
mothers who need such help that these 
consultants would seem essential in 
providing complete care. 


Community resources used 

In a general hospital with a prenatal 
clinic and an obstetric service, a social- 
service department, if one exists, assists 
the mothers with such problems, and, 
in the more serious cases, works closely 
with the psychiatrist. Such a depart- 
ment, of course, uses all available com- 
munity resources. Some clinics have no 
social-service department, but an in- 
creasing number of States provide the 
consultant services of a medical social 
worker from the department of health, 
as well as a limited amount of case-work 
service. 


To prevent serious problems later 

However, medical social services are 
really needed as a part of the clinic, 
because of the serious nature of the 
problems, the need for frequent inter- 
views with the mother when the social 
situation is acute, the greater willing- 
ness of the mother to talk with the per- 
son who is a part of the clinic, and the 
opportunity of coordinating the social 
thinking and planning with other com- 
It is hoped that by 
having social workers and psychiatrists 


munity resources. 


as members of the clinic team, early 
social and emotional symptoms will be 
more quickly recognized and treated, 
thus preventing more serious problems 
later. 


We must help children to be well’born 

It has been said that the hope of a 
nation rests with its children. If we 
are to have well-adjusted adults to 
carry on the responsibilities of this 
complex world, we must start with a 
generation of children well born; that 
is, born into a situation where they can 
have adequate physical care and suffi- 
cient emotional satisfaction to ensure 
sound development of body, mind, and 
emotions. 
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IN THE NEWS 





President Truman Calls Mid- 
century White House Confer- 
ence on Children and Youth 


On August 31 President Truman for- 
mally issued the call for the Midcentury 
White House Conference on Children 
and Youth. This is the fifth in a series 
of such conferences held since the begin- 
ning of the century, under the sponsor- 
ship of the President of the United 
States. a 

That same day the President sent tele- 
grams to all the Governors of the States 
and Territories, asking each fo desig- 
nate an existing body as the State com- 
mittee for the conference, or to appoint 
a new committee for this purpose. 

The President also appointed a rep- 
resentative group of 52 prominent citi- 
zens to serve as a national committee to 
make plans for the conference. The 
committee met September 8 and 9 at the 
White House and decided on a general 
plan for the conference. The committee 
set the time for the Midcentury White 
House Conference as the week of De- 
cember 3, 1950. 


Reprints Available 


A limited quantity of each of the 
following items, reprinted by the Chil- 
dren’s Bureau from the Social Work 
Year Book 1949, is available for dis- 
tribution. Single copies may be had 
without charge. 

Adoption. 

Boys’ and Girls’ Work. 

Camping. 

Child Welfare. 

Education for Social Work. 

Foster Care for Children. 

Homemaker Service. 

Juvenile and Domestic Relations 
Courts. 

Personnel Standards in Social Work. 

Protective Services for Children. 

Racial Prog ‘n Social Work. 

Recreation. 

Social Group Woi'. 

Social Work as a Profession. 

Youth Services. 


“CALENDAR 





| Sept. 25-Oct 2—Religious Education 
Week. Nineteenth annual observ- 
ance. Sponsored by the International 
Council of Religious Education. In- 


formation from Roy Ross, General 

Secretary, 206 South Michigan Ave- 

_ nue, Chicago 4, Ill. 

Oct. 10-14— American Dietetic Associa- 
tion. Annual meeting. Denver, 
Colo. 

Oct. 13-16—Rural Youth of the U.S. A. 
Conference. Jackson’s Mill, Weston, 
W. Va. 

Oct. 17-20—National League to Pro- 
mote School Attendance. Thirty- 
fifth annual convention. New York, 

‘¢ 

Oct. 18-19—Protestant Conference on 
Child Welfare. Sponsored by the 
Inter-Agency Committee on Child 
Welfare, representing the Federal 
Council of Churches, the Home Mis- 
sions Council, the International 
Council of Religious Education, and 
the United Council of Church 
Women, Columbus, Ohio. Informa- 
tion from United Council of Church 
Women, 156 Fifth Avenue, New York 
10, N. Y. 

Oct. 19-22—Annual conference of The 
Surgeon General of the Public 
Health Service and the Chief of the 
Children’s Bureau with the Associa- 
tion of State and Territorial Health 
Officers, State Mental Health Au- 
thorities, and State Hospital Survey 
and Construction Authorities. Wash- 
ington, D.C. 

Oct. 23-28—National Council of Jewish 
Women. Nineteenth triennial con- 
vention. Baltimore, Md. 

Oct. 24-28—American Public Health 
Association. Seventy-seventh an- 
nual meeting. New York, N. Y. 

Oct. 24-28—Thirty-seventh National 
Safety Congress and Exposition. 
Chicago, Tl. 

Nov. 2-5—Second Pan American Con- 
gress on Pediatrics. Mexico City, 
Mexico. 

Nov. 6-12—American Education Week. 
Twenty-ninth annual observance. 
Sponsored jointly by the National 
Education Association, the American 
Legion, the United States Office of 

Education, and the National Con- 
gress of Parents and Teachers. In- 
formation from the National Educa- 
tion Association, 1201 Sixteenth 
Street NW., Washington 6, D. C. 

Nov. 7-10—National Society for Crip- 
pled Children and Adults. Annual 
convention. New York, N. Y. 

Nov. 17-20—National Council of Negro 

Women. Annual convention. 

Washington, D. C, 








Illustrations: 
Cover, Esther Bubley for Children’s 
Bureau. 


Pages 34 and 44, Children’s Bureau. 

Page 35, Roy Marcato. 

Pages 39 and 40, Soil Conservation Service, 
U. S. Department of Agriculture. 
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THIS IS YOUR CONFERENCE 


In sending out a call to the Nation for 
the Midcentury White House Confer- 
ence on Children and Youth, President 
Truman offers to everyone in the United 
States an opportunity to take some part 
in this great effort for the well-being 
of children. 

This conference does not have its be- 
ginning and its end in the meetings of 
The largest part of the 
preparatory work is being done in com- 
munities in the various States. And in 
this preparation there is useful work for 


the delegates. 


each of us to do. Likewise, after the 
actual sessions are over, and commu- 
nities are beginning the next decade’s 
work of carrying out the action pro- 
grams that the conference has led to, 
every person interested in children will 
have a part to play. 

The Midcentury Conference is acting 
on the idea that the people who are 
closest to the daily lives of children bear 
the greatest responsibility for them. 
The conference, therefore, will be 
guided in large measure by the needs 
and experience of those who are caring 
for children day by day. It will be a 
conference in which lay citizens, pro- 
fessional workers, and public servants 
thrash out together their separate and 
mutual problems. 

This will be the first White House 
conference in which young people will 
take part fully and responsibly. They 
will participate in the policy-making, 
sit on committees—National, State, and 


local—and contribute their ideas, abili- 
ties, and skills toward the objectives 
that they share with adults. 

Through joint study from a National, 
State, and local point of view, the con- 
ference will bring together significant 
knowledge about children, their homes 
and communities, and it will point to 
the gaps in our knowledge. It will 
highlight the paths that we must travel 
to develop young people who are secure 
within themselves and equipped for a 
changing world. 

Facts will be assembled on how we can 
be helped to understand the develop- 
ment of the child in all aspects of his 
life and how we can preserve and en- 
courage the integrity of each child’s 
person and personality. Against the 
background of a world and society in 
great change, the relationships of the 
child or young person in his family and 
community, in school, church, and other 
community institutions, need to be care- 
fully reexamined. 

The Midcentury White House Con- 
ference will be concerned not merely 
with ways of correcting and preventing 
what is wrong, but also with discover- 
ing new potentials for sound, healthy, 
happy childhood, which can be achieved 
by Nation-wide planning. 

Simultaneously with national plan- 
ning, State planning bodies for children 
are directing their attention to White 
House conference activities. In a num- 
ber of States new planning and action 


» 
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bodies have been created. Right now 
in some 35 States organizations with 
concern for broad planning for children 
are at work. As the result of the Presi- 
dent’s request to the Governors, it is 
expected that committees will soon be 
active in every State and Territory. 

A national committee, appointed by 
President Truman, is now at work un- 
der the chairmanship of Oscar R. 
Ewing, Federal Security Administra- 
tor, guiding the conference planning 
and activities. The program is being 
‘arried out with the help of a special 
staff associated with the Children’s Bu- 
reau and working closely with other 
Federal agencies. 

But the conference will be what the 
people of the country make it. And 
that means you. 

If you are a parent, or a member of 
a club, church, association, union, fra- 
ternity, profession, or public or private 
organization that has a concern for chil- 
dren, there is a part for you to play in 
this great forward movement for chil- 
dren and youth. 

The job for you may be no farther 
away than your own home. It may lie 
in group action through your organiza- 
tion, profession, or office. 

The strength of this conference will 
be in the sum total of effort of citizens, 
working individually and in groups, 
toward achievement of greater oppor- 
tunities for every child. 


Chief, Children’s Bureau 
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